The occupational health nurse (OHN) is the nursing profession's jack-of-alltrades. The OHN is appointed by management to a key position which on one hand promotes employee productivity by decreasing the number of days employees are absent from work, and, on the other hand, promotes and protects the well-being of employees. Human resources are a company's most important asset and the OHN is responsible for safeguarding them.
Unlike the OHN's nursing colleagues in the hospital who might specialize in a single area and work in that area for years, the OHN is challenged continuously to be knowledgeable in all areas. This paper will attempt to update the OHN's knowledge and provide current information about a relatively unknown but rapidly increasing disorderinflammatory bowel disease (IBD).
INFLAMMATORY BOWEL DISEASE
Inflammatory bowel disease is a chronic inflammatory gastrointestinal disorder that lasts the duration of a person's life. The term IBD incorporates both Crohn's disease and ulcerative colitis (Anderson, 1982) . The manifestations of IBD are severe and affect most aspects of a person's life. While the prevalence of IBD is documented between 90-300 per 100,000 population (Mendeloff, 1980) , the disease is on the increase (Fermer 1980) . The disease is often insidious and complaints of longstanding abdominal discomfort usually precede diagnosis. Patients often report being troubled by abdominal cramps, diarrhea, flatulence, constipation or indi-APRIL 1986; VOL. 34, NO. 4 gestion for years or even their entire lives. It is common to hear the statement, "I've always had problems with my stomach."
The cause and cure of this chronic lifelong condition remains unknown (Anderson, 1982) . There has been speculation about the etiology involving genetic factors (Cullen, 1982) , injurious substances (Beck, 1982) , hypersensitivity of the individual (Goodacre, 1982 ), viruses, bacteria (Beket 1982 , and infectious agents (Tyrell, 1982) , but none of these possibilities has been confirmed.
While Crohn's disease and ulcerative
Diagnosis of ISD is based on a verbal health histop
hysical examination, and the results of diagnostic tests.
colitis are inflammatory and therefore similar in manyrespects, there are important differences and it is useful to look at these differences in the pathology and symptoms to fully understand the manifestations and problems of the patient.
CROHN'S DISEASE
Crohn's disease, or regional enteritis, is a progressive, relentless disease which can involve any part of the alimentary tract. Most commonly affected is the terminal ileum where 50% of patients show the problem (Given & Simmons, 1984) . Crohn's disease is persistent and progressive. Small ulcerated areas occur with the formation of some granulomas and fissures. All layers of bowel are involved with the submucosa affected to the greatest extent. The ulcerated areas may become deep and penetrate the entire intestine. As the bowel becomes soggyand congested, its lumen narrows. As a result of fissures surrounding areas of submucosal edema and inflammation, the mucosa acquires a cobblestone appearance. The nearby mesentary may become thickened and edematous. In later stages, as the intestinal wall becomes thickened and fibrosed from repeated scarring, the lumen of the intestine narrows (Given & Simmons, 1984) .
Patients with Crohn's disease often complain of right lower quadrant abdominal pain. The pain is colicky and most commonly occurs following meals. Some sufferers mistakenly attempt to limit their intake of food to avoid this experience. Diarrhea is frequently present or diarrhea alternating with constipation. Occult blood is often found in the stool but gross bleeding is rare. Due to silent bleeding, anemia often accompanies Crohn's disease. Fever, weakness, and fluid and electrolyte imbalances occur (Freeman, 1982) . Depending upon which area of intestine is affected, malabsorption syndrome may be manifest. If extensive disease is present in the terminal ileum, the body is unable to absorb bile salts, fats and Vitamins A, C, D, E, K and B12 (Given & Simmons, 1984) . For the patient, this means malnutrition and weight loss, diarrhea, flatulence, disten-171 172 MOHN JOURNAL tion, anemia, edema, and fatty, frothy, gray, floating malodorous stools.
Systemically, patients with Crohn's disease may exhibit fever associated with inflammation, skin rashes, ankylosing spondylitis (arthritis of the spine), and polyarthritis. Generalized weakness, nausea and vomiting are common (Given & Simmons, 1984) .
Complications of Crohn's disease include fissure in ano, due to irritation from the presence of stool on the skin, perineal abscesses due to inflammation penetrating all layers of intestine, and fistulas. Fistulas commonly connect two parts of intestine or the rectum with the vagina, skin or bladder. Partial bowel obstructions may also occur. Other complications are iritis and erythema nodosum (Parent, 1981) .
ULCERATIVE COLITIS
Ulcerative colitis is a disease of the mucosal and occasionally submucosal layers of the bowel manifested by inflammation, mucosal ulceration, hyperemia, edema, thickening of the mucosa, and degeneration (Given & Simmons, 1984) . Ulcerative colitis is limited to the large intestine and rectum and usually shows itself with bloody diarrhea CJacknowitz, 1980) . Commonly, the disease process starts in the rectum and spreads upward to involve most of or the entire colon. Crypt abscesses appear. These are accumulations of polymorphonuclear leukocytes, lymphocytes, neutrophils, eosinophils, red cells and cellular debris (Given & Simmons, 1984) .
As the colon becomes inflamed and edematous and attempts to heal itself, fibrous bands form and the lumen of the colon decreases as its length shortens. It takes on the characteristic "lead pipe" appearance.
The majority of patients with ulcerative colitis experience remissions and exacerbations with attacks which last from four to 12 weeks alternating with periods of well ness. It is possible, however, to experience a continuous colitis or one that is an acute medical emergency (Kodner & Fry, 1982) .
Patients may experience bloody diarrhea with five to 30 liquid stools per day or one to four liquid stools and a minimum of gross bleeding. There is some abdominal pain and unlike Crohn's disease this pain is temporarily relieved with defecation. Tenderness in the intestinal area, particularly over the sigmoid colon, is usually reported (Gastrointestinal Disorders, 1985) . Other symp-APRIL 1986; VOL. 34, NO. 4 toms include flatulence, rectal tenesmus, malaise, fatigue, anorexia and weight loss. Hemorrhoids and rectal fissures may be present.
Systemically, patients with ulcerative colitis present with fever due to the inflammatory process, tachycardia, pallor and weight loss. Prolonged diarrhea causes a decrease in potassium, chloride; sodium, and magnesium levels. Ulcerative colitis patients also show arthritis, liver disease, conjunctivitis and iritis, skin lesions, and clubbing of the fingers (Given & Simmons, 1984) Complications of ulcerative colins include partial bowel obstruction due to narrowing and fibrosis and toxic megacolon in which the colon dilates resulting in complete bowel obstruction. There is also an increased rate of carcinoma of the colon in patients who have had ulcerative colitis for more than ten years (Kodner & Fry, 1982) ,
DIAGNOSIS OF IBD
A diagnosis of IBD is based on a verbal health history, physical examination, and the results of diagnostic tests. When the nurse suspects an intestinal problem, she or he should be sure that the nursing history addresses the broad areas of elimination, nutrition, pain, allergies, skin condition, and psychological state (Simmons, 1982) , Following the nursing history, the nurse should perform a physical assessment and if problems are detected, the patient should be advised to see a physician.
In order to rule out IBD, diagnostic tests begin with blood work. A complete blood count will be done with serum iron, hemoglobin, prothrombin time, and sedimentation rate done. Stool will be collected and examined for blood, fat, and parasites which could cause symptoms that mimic ISD. Urine will be collected for Schilling and Dxylose tests. An endoscopy test such as proctosigmoidoscopy, gastroscopy, or colonoscopy may be performed. In addition, x-rays including a flat plate, barium swallow and barium enema may be done. Sigmoid colon, rectal and small bowel biopsies may also be done • to confirm a diagnosis (Ravenscroft & Swan, 1984) .
CONCLUSION
A knowledge about the important problem of IBD is essential for todays OHN. Presently, it is estimated that two million Americans have either Crohns disease or ulcerative colitis (Bank, Pres-ent, & Steiner, 1983) . With a patient population this large and growing, it is likely that every OHN will encounter IBD workers and that every OHN should be prepared to recognize them and help them cope.
